INTRODUCTION

Context
Only a small portion of dental treatment is complex and there is considerable scope to delegate routine treatments to dental therapists. 1 In July 2002 the General Dental Council (GDC) allowed dental therapists to work in general dental practice and extended their duties. The permitted duties of each dental registrant group have been set out by the GDC in their Scope of practice document. 2 Although there is significant capacity to use therapists for much routine dentistry, thus releasing dentists for more complex Objectives Focused on the dental therapists foundation training (TFT) scheme run by the Postgraduate Dental Deaneries of Oxford and Wessex (NHS Education South Central -NESC) the objectives were (1) to evaluate the TFT 2010/11 scheme, identifying strengths, areas for development and drawing comparisons with the 2009 evaluation; and (2) to follow-up previous cohorts, reporting current work and retrospective reflections on the scheme. Methods Data were collected from 2010/11 ('current') trainees (n = 10) through group discussion, questionnaire and portfolio extracts. Eleven past-trainees from 2008/09 and 2009/10 took part in a structured telephone interview or responded to questions via e-mail. Results Data from 2011 consolidated that collected earlier. The scheme was highly valued. Current participants thought the scheme should be mandatory and all past-participants would recommend it to others. Trainees attributed an increase in confidence and ability in their clinical skills to participation in TFT. Current trainees' concerns about finding therapy work were echoed in past-participants' post-scheme employment. Conclusions At the point of qualification, trainees do not feel well-prepared for starting work as dental therapists. Opportunity to develop confidence and skills in a supportive environment is a key benefit of the scheme. Maintaining ability in the full range of duties requires continued use of skills and the opportunity to do this remains an ongoing challenge.
• Voices concerns regarding the challenge of maintaining therapy skills when carrying out mostly hygiene work in practice. TFT remain unchanged since the original programme and include training practices with an appointed trainer, a study-day programme (Table 1) , the use of a learning portfolio and workplace-based assessments (direct observation of procedural skills -DOPS, and case-based discussion -CbD). Modifications to the scheme have been made to the title (from dental therapists' vocational training -TVT -to TFT); the process for matching trainees and practices; number of study days (increased); content (reduction in the number of FGDP key skills modules and inclusion of two audits -record-keeping and radiography); and additional assessments (an early stage peer review, 'ADEPT' -a dental evaluation of performance tool, and patient assessment questionnaires -PAQs). 8 Trainers are recruited by open competition from NHS dental practices within the geographical area. The scheme draws on dental practices across the whole NHS South Central area (Berkshire, Buckingham, Oxfordshire, Milton Keynes, Hampshire and the Isle of Wight). Practices in Northamptonshire were initially included but funding is now no longer available for outside areas.
I N B R I E F
RESEARCH
TFT adopts a part time model: trainees work in the training practice as dental therapists for three days a week. Typically they work as hygienists for the other days. Trainers provide at least 20 tutorials during the year, in protected time during normal working hours. Trainers are required to attend a training-the-trainers course. They receive a small, practice reimbursement grant and the Deanery pays half the therapist's salary.
In many respects the TFT scheme is similar to the Introduction to Practice (ITP) scheme for dental therapists run by the Wales Deanery. Both combine part time placement in a training practice with a study day programme (covering similar content) and use learning portfolios. Expectations of the in-practice trainer are greater in TFT and more workplace-based assessments are included. Unique features of the TFT scheme include attendance at an international dental conference held in Chicago, FGDP key skills modules and some joint sessions with dental foundation trainees.
AIMS
The purpose of this study was to provide follow-on to the evaluation of the dental therapists foundation training (TFT) scheme in its first year of operation (2008/09). 7 This evaluation, commissioned by the Oxford and Wessex Deaneries, updates that earlier evaluation, drawing comparison between the 2010/11 and 2008/09 cohorts and providing a longitudinal review from previous cohorts, reporting on their current work and retrospective reflections on the value of the scheme.
METHOD
The study was undertaken between May and November 2011. To allow comparison, the questionnaire as used in the original evaluation was distributed face-to-face at the final study day and was completed by all ten 2010/11 trainees. It was preceded by a group discussion. Group responses were noted on a flip chart. Separate to the questionnaire, therapists also rated their level of confidence at the end of TFT for a given list of specific clinical activities. Extracts from the course portfolios were photocopied, including self-ratings of confidence at the start of TFT. Information on treatments performed for months nine and ten was also extracted.
Past-trainees who had completed the scheme in August 2009 or 2010 were sent a written invitation to be interviewed. Those consenting were interviewed via telephone. Interviews explored participant's current role, work experience, aspirations and retrospective reflections on the value of the scheme. All interviews were digitally recorded and transcribed. Reminders were sent out three times to all non-respondents offering the option of completing the questions via e-mail.
Research ethics approval was obtained from Cardiff University, School of Postgraduate Medical and Dental Education Research Ethics Committee (11/05/11).
RESULTS
Experience
The average number of units of dental activity (UDAs) for those on the TFT scheme was 121 in month nine, with a range of 61-234. each of the dental therapists on the scheme varied considerably, there was commonality in terms of treatment types with therapists most frequently carrying out restorations and scaling.
Confidence and skills
Participants were motivated to enrol on the scheme by desire to enhance confidence and broaden clinical experience. Motives in 2011 were unchanged from 2009. In an attempt to assess change in level of confidence from graduation to the end of TFT for general aspects of their work the therapists were asked to rate their confidence level (on a six-point scale) at these two points. Table 2 shows the change in ratings for each respondent (ranging from one to four) and an aggregate of the changed ratings (total) across the group as a whole. Data from 2009 is included for comparison.
The greatest reported increases in confidence were shown for paediatric dentistry, clinical judgement and restorations. These aspects also attracted most confidence gain in 2009 although total scores cannot be directly compared because there was an additional trainee in 2010/11. Similarity between the years is also notable for the aspect attracting least change in confidence (treating patients under conscious sedation). However, there were also differences, in particular for cross-infection control where confidence gains reported in 2011 were less than those reported in 2009.
Separate to the questionnaire, therapists were asked to rate their level of confidence at the end of TFT for a given list of specific clinical activities. These responses were compared to their self-ratings, extracted (with permission) from their portfolios, which were given at the start of TFT (that is, at graduation). A summary of the changes in confidence is shown in Table 3 , which also includes data from the 2008/09 evaluation. The portfolios had been amended since the 2008/09 data collection. Fewer items were listed in the 2010/11 portfolio. Where a single item in the more recent version of the portfolio was sub-divided in the earlier version, an average change score was calculated. For example, the 2008/09 portfolio listed 'pulpotomy vital' and 'pulpotomy non vital'. The change figures were 15 and 11 points. These are given as a mean of 13 for 'pulpotomy' in the table. For amalgam restorations and composites, different classes were listed in the earlier portfolio that also distinguished between 'local inferior dental block' and 'local infiltration' anaesthesia.
Looking at the changes in confidence of the 2010/11 cohort, extractions showed the highest improvement in confidence scores with one participant reporting a five-point increase, one reporting four and three reporting three. Pulpotomies showed the second largest increase in confidence: eight out of the ten of the 2010/11 cohort reported an increase of between one and three points. The results were little changed from 2009. For the 2010/11 cohort, the lowest increase in confidence was for stainless steel crowns, recording indices and monitoring disease. There were some differences at the bottom of the table for the 2008/09 cohort where the aggregate lowest ratings were shown for intra/extra oral assessment and supragingival debridement. Extractions  0  0  1  2  1  1  3  1  1  20  1  2  3  3 
Views on the TFT scheme
Trainees' rated their level of agreement with 15 statements on a six-point scale (where one = strongly disagree and six = strongly agree). Table 4 provides a summary of the results and for comparison includes data from the 2008/09 evaluation. Overall, all ten 2011 respondents agreed that: the scheme should be mandatory for all new graduates (as indicated by a rating of four or more, statement #1); the trainer provided good in-practice support (#2); they were keen to use the full range of their therapy skills in their next post (#3); they felt well integrated into the practice (#4); and would recommend the scheme to others (#5). Eight out of ten agreed with statements about the application process (#7), workplace-based assessments (#8) and the study days (#9). Seven agreed with statements about how therapists were matched to practices (#10), having a CPD plan (#11) and that the portfolios helped reflection (#12). However, most were concerned about maintaining their full range of therapy skills (#6). Responses showed that the trainees did not enjoy the FGDP key skills modules (#15), did not think them worthwhile (#13) or felt their undergraduate course had prepared them for working as a therapist (#14). Views of the 2009 trainees were largely similar. The main difference was for statement #13 about the value of doing the FGDP key skills modules: seven participants in 2009 agreed with this compared with only three in 2011.
Past-participants
Eleven past-trainees took part in the evaluation (eight out of nine from 2008/09; three out of ten from 2009/10). All were still working in dentistry. Seven were working as hygienists-therapists doing one to two days of therapy work a week. The other four were working as hygienists. The majority of posts were part time (usually four days a week) working mainly with adults and a mix of NHS and private work. Employment arrangements were complex, typically including a number of part time contracts in different practices. Three pastparticipants reported using the full range of their therapy skills in their current post and a further two claimed to use 'about 70%'. Two participants were only carrying out hygiene work. The opportunity to practice therapy skills in one case was limited by the employment of a DF trainee (DFT). She explained that:
'My trainer was able to provide me with some therapy work for a few months before he took on a dentist VT [DFT] The majority of past-participants wanted to carry out more therapy work although some were happy to continue with their current mix of hygiene and therapy work.
All the past-participants contacted said that they would recommend the scheme to others. They reported that the scheme had enabled them to develop their skills and confidence, both professionally and personally.
'
I think it has been invaluable and I wouldn't feel confident to carry out all the treatment I do now if I hadn't completed the course.' (Trainee 2008/09)
It also served to enhance dentists' knowledge of the skills of a dental therapist:
'It should be made compulsory to all students. I think that would promote awareness to dentists as well, to know what we do.' (Trainee 2009/10) TF trainees also spoke of valuing the support network they had developed with the other trainees.
DISCUSSION
There is value in undertaking formative evaluations. Recommendations from the first evaluation in 2009 have been addressed and improvements made to the scheme. The more recent evaluation identified further specific recommendations including the need to check the match between the training needs of the participants and the FGDP key modules and giving trainees a better understanding of their potential value At the point of qualification, trainees did not feel well prepared for starting work as dental therapists and the opportunity to develop confidence and skills in a supportive environment is a key benefit of the programme. TFT includes joint sessions with the dental foundation (DF) trainees and the TFT portfolio mirrors the one used in dental foundation training. This serves to signal the importance of TFT and its growing parity with DFT. The 2010/11 group made some constructive suggestions about joint sessions with DF trainees including TF trainees presenting their work to the group. As was found in the 2009 evaluation, the newly qualified therapists who took part in TFT clearly developed and consolidated their skills and confidence in dental therapy work. The support provided by trainers was rated highly. From the review of activity logs, the average amount of activity increased slightly from 2009. At the time of the evaluation, the UDA was the contract currency in England and Wales. Dental foundation (DF) trainees were expected to complete 1,875 UDAs over the year. Data from the TF trainees suggests that on average they were undertaking an equivalent pro rata amount. 7 As before, we found wide variation in the numbers of UDAs undertaken by the therapists in different practices. Reasons for this are multifaceted and relate to patient demographics and treatment complexity. As UDAs are related to the complexity of treatment rather than the number of teeth treated, in practice it can be 'harder' to earn UDAs in areas of high treatment (as, for example, the same number of UDAs is earned for treating a patient who needs one restoration as for treating a patient who needs six). Furthermore, treatment times need to be longer for the more challenging and medically compromised patients more commonly seen by dental therapists working in the community dental service. In addition, therapists' UDAs are for treatments only whereas examinations will comprise some of the UDAs for dentists. The UDA as a comparative measure is limited. Trainers should be watchful of the pattern of accumulating experience and mindful of the feedback from the scheme adviser so that trainees get as much opportunity as possible to develop diverse skills.
The ongoing challenge recognised by the trainees was the need to continue to use and maintain their confidence and ability in the full range of duties. This remained an issue for those post-scheme. Four out of the 11 in our sample of past-participants were working as hygienists without any therapy work and several others were concerned about sustaining the full range of their therapy skills. Other studies have also identified this issue. 9 Finding work as a therapist is not helped by GDPs' relative lack of knowledge about the work of dental therapists. [10] [11] [12] [13] There is a role for further training for dental team leads in better understanding extended duties and skill mix.
Whether the less complex dental treatments are carried out by dentists or dental therapists is also influenced by funding systems. The UDA system is set to be replaced with a broader range of measures including prevention activity, [14] [15] [16] for which the dually-qualified dental hygienist-therapist is well placed to deliver. [16] [17] [18] A strength of this study is its comparison of two cohorts of TF trainees. The data collected in 2011 largely consolidates data collected in 2009. We were pleased to have input from eight of the nine 2008/09 trainees from whom we established records of employment history. Our contact with the 2009/10 cohort was limited, despite best efforts. Reasons for this might relate to their having had no prior contact with the evaluators.
CONCLUSION
The argument for DF training is well established and the TFT scheme offers comparable experience and education for dental therapists. The scheme allows the newly qualified therapist to gain confidence in their skills in a supportive environment. However, jobs for dental therapists are scarce and opportunity to use the full remit of duties remains limited. Although educational developments such as this TFT scheme are needed to embed the skills of the newly qualified dental therapist, in order to increase the employment opportunities for dental therapists training for leaders of the dental team is also required as well as structural changes to funding arrangements. 
